We present a 22-year-old ovarian teratoma female patient with recurrent urinary retention. It was first misdiagnosed as bladder disease and the treatment is catheterization. During the follow-up, urinary abdominopelvic examination showed a heterogeneous hypoechoic zone of 66 mm × 25 mm on the upper wall of the bladder with 1125 mL residual urine, so the patient was reevaluated. Vaginal ultrasound showed no obvious abnormalities in the uterus and accessories. In the further evaluation, urinary computed tomography (CT) revealed a visible huge space-occupying lesions in the pelvis and lower abdomen, was considered a benign lesion, and it might be the accessories teratoma. Abdominal magnetic resonance imaging (MRI) revealed a visible huge cystic shadow in the pelvis and lower abdomen. Post-operative pathology confirmed the presence of pelvic mature cystic teratoma and mature neural tissue. Postoperative follow-up for 1 year, the patient had no symptoms such as abdominal pain, dysuria, or urinary retention. The clinical manifestations of ovarian teratoma are complex, but imaging examinations (e.g. CT, MRI, and ultrasound) are characteristic and valuable for clinical diagnosis.
Introduction
Ovarian teratoma is the most prevalent germ cell neoplasm in women. The cellular components of this lesion are derived from two or more embryonic tissues. It is a benign neoplasm, accounting for 13%-17% of all ovarian tumors. Mature teratomas are the most common type, accounting for approximately 97% of the total cases of ovarian teratomas. The disease occurs in patients of almost any age, although the peak incidence is reported in women aged 20-40 years. 1 Most ovarian teratomas occur on one side which accounts for approximately 95%. This disease, which lacks specific clinical manifestations, usually occurs in women of childbearing age, while its pathogenesis is still unclear. Imaging studies have shown that the complex content of tumors often leads to difficult diagnosis. At present, the relevant literature mainly reports the imaging diagnosis of ovarian teratoma. 2 The case of ovarian teratoma with recurrent urinary retention has been misdiagnosed as bladder disease, and there is no indepth study of the clinical features, imaging diagnosis, treatment, and prognosis of the disease. We presented one case of clinical data on pathologically confirmed ovarian teratoma with lower urinary tract symptoms, and further investigated the clinical and imaging diagnostic value of ovarian teratoma with lower urinary tract symptoms.
Case description
A 22-year-old female patient presented with symptoms of intermittent lower abdominal pain for more than half a year, accompanied by frequent urination, urgency, dysuria, aggravating 6 h. The patient suffered from intermittent and tolerable pain in the lower abdomen with no obvious cause half a year ago. The pain lasted for about half an hour and relieved by itself. Bloating, intermittent urinary frequency (8-10 times a day, 2-4 times a night), and urgency were also observed. The abdominal ultrasound revealed urinary retention, and indwelling catheterization was performed. Since then, she received indwelling catheterization therapy several times. The lower abdominal symptom was aggravated at 6 h ago. There was no significant relief after rest, accompanied by difficulty in urinating. Abdominopelvic ultrasound examination showed a heterogeneous hypoechoic area of 66 mm × 25 mm on the upper wall of the bladder and a small amount of strong echoes in the bladder, and the bottom of this area was wide and connected to the bladder wall. There was 1125 mL of residual urine in the bladder ( Figure 1 ). Physical examination revealed deep tenderness around the right lower abdomen and around the umbilicus with no rebound tenderness or muscular tension. The sound of percussion on the bladder was positive for dull sounds. Indwelling catheterization was performed, and about 1000 mL urine was intermittently discharged. Vaginal ultrasound showed no obvious abnormalities in the uterus and accessories. Urodynamic examination revealed no significant abnormalities. An additional ultrasound examination revealed no significant residual urine. Urinary computed tomography (CT) revealed a visible huge space-occupying lesions in the pelvis and lower abdomen, was considered a benign lesion, and it might be the accessories teratoma. Abdominal magnetic resonance imaging (MRI) prompts the following: visible huge cystic shadow in the pelvis and lower abdomen; T2-weighted imaging and fat-suppressed T2-weighted MR image show high-signal intensity, low-signal intensity within/opposed phase, low signal with fat-suppressed T1WI, low signal such as diffusion-weighted imaging (DWI), high signal such as apparent diffusion coefficient (ADC), clear boundary, upper and lower diameters of 181.7 mm, left and right diameters of 155.4 mm, anteroposterior diameter of 78.5 mm, and a cystic short T2WI low-signal shadow can be seen in the upper front edge of the fat-suppressed imaging and shows visible separation; T2WI imaging shows highsignal intensity, high signal within/opposed phase, and a little low signal in the local; and T1WI fatsuppressed imaging shows extreme low-signal intensity, as well as DWI, and mixed low signal such as ADC. The accommodating area on the right side of the attachment has a clear edge (Figure 2) . Laparoscopic pelvic mass resection was performed under general anesthesia. The tumor was about 20 cm × 20 cm in size and was located in the pelvic cavity. The tumor adhered to the left uterine round ligament and ovary, and it was completely removed after separation. Post-operative pathological findings suggested pelvic mature cystic teratoma and mature neural tissue (Figure 3) . Postoperative follow-up for 1 year, the patient had no symptoms such as abdominal pain, dysuria, and urinary retention. The patient had signed informed consent to participate in the study.
Discussion and review of the literature
Most of the patients with teratoma do not have specific clinical manifestations. A small number of patients may have abdominal pain due to the growth of one side of the tumor. There may be complications such as tumor rupture, pedicle torsion and infection, or even acute abdominal syndrome. [3] [4] [5] The clinical manifestations of this patient were repeated lower abdominal pain with dysuria, intermittent urinary excretion for more than half a year, no obvious constipation, no perineum and lower extremity numbness, and no history of trauma. However, the patient was an adult in this case, and there has been no similar literature reported in the past. Combined with the clinical characteristics of this patient, the reasons for the lower urinary tract symptoms may be as follows: relatively large teratoma compressed the bladder neck and caused bladder spasm, leading to frequent symptoms such as frequent urination. A long-term compression of the bladder neck results in edema, leading to dysuria or even urinary retention. It is also possible that the ovarian tumors compress the pelvic floor nerves and cause urinary dysfunction or excretory disorder. Ovarian teratoma in juvenile female patients with lower urinary tract symptoms such as dysuria, urinary retention may result from the ovarian tumor of the child is large and active, compressing the bladder or rectum and causing dysuria and constipation. [6] [7] [8] [9] Surgical resection is an effective method for the treatment of ovarian teratoma and can relieve abdominal pain and urinary tract obstruction. When women exhibit acute urinary retention with or without acute abdomen symptoms, incorporate gynecological disorders such as pelvic teratoma should be considered. Imaging examination is recommended to reduce the rate of clinical misdiagnosis.
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